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A 38-year-old patient, three vaginal deliveries in history, no previous surgeries or chronic diseases, was admitted to the Gy-
necological Department due to severe lower abdominal pain. The patient noticed chronic pain, located mainly in the lower left 
abdomen. The pain was non-cyclic, not connected with menses. It worsened in upright position and improved by recumbency. 
There were several episodes of severe exacerbation — mainly in the evening, which forced the patient to lie down and interfered 
with her daily activities. For two years the patient was seeking help from numerous specialists, starting from her general practitioner, 
having multiple consultations by surgeons, gastrologists and gynecologists and finishing on psychotherapy. During that time, 
a wide range of imaging examinations and laboratory tests were conducted. The results of full blood count, C-reactive protein, 
and other biochemical tests were within normal values. Transvaginal and transabdominal ultrasound examination presented 
no abnormalities and CT scan of abdominal and pelvic cavity was normal. During  gynecological examination tenderness of the 
adnexa was noted, otherwise the examination was normal. The patient was offered different therapies — antibiotics, spasmo-
lytics, painkillers, oral contraceptives, diagnostic laparoscopy (which did not reveal any pathology) and finally psychotherapy 
and antidepressants. For two years, without a final diagnosis and targeted treatment, the symptoms were getting worse, which 
affected the personal life of the patient. 
Eventually, the patient presented to the gynecological emergency room in our hospital with another exacerbation episode. 
In transvaginal ultrasound both ovaries appeared normal, the uterus appeared normal, except for the presence of dilated arcuate 
veins in the myometrium (Fig. 1A). Dilated left parametrial plexus (Fig. 1B) and ovarian vein (Fig. 1C) was noticed with abnormal, 
very slow, reversed flow. When this area was compressed with the probe, the patient reported exactly the pain she has been 
suffering from. Finally, the underlying cause was identified, and the recognition stated — pelvic congestion syndrome (PCS). 
After the diagnosis, the patient was qualified for phlebography and embolization of the left ovarian vein. The abnormal veins 
were closed with the use of detachable coils and aethoxysclerol. Immediately after the procedure and at three months and six 
months follow-up the patient did not report any pain.
PCS is a poorly understood and frequently misdiagnosed disorder of the pelvic venous circulation. It is defined as incom-
petence of the pelvic veins, predominantly the left ovarian vein [1]. PCS typically affects women of reproductive age, who have 
had at least one child. PCS is one of the most often overlooked gynecological conditions. This is a multidisciplinary pathology, 
which could be diagnosed by various specialists. Ultrasound markers of PCS include dilated pelvic veins > 6 mm, slow (< 3 cm/s) 
or reversed flow within ovarian veins, polycystic changes within the ovaries, dilated veins within the myometrium [2, 3]. The low 
awareness of the disease among both doctors and patients is the main issue. PCS presents a typical clinical and radiological 
image, which could be detected by gynecologist as well as radiologist [4]. In patients suffering from chronic pelvic pain pelvic 
veins should be evaluated.
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Figure 1. A. Dilated arcuate veins in the myometrium seen on 
transvaginal ultrasound examination of the uterus; B. Dilated left 
parametrial venous plexus; C. Dilated left ovarian vein
